O nly a minority of adults with psychiatric disorders receive professional treatment during a year (1, 2), even among those who report substantial distress and role impairment (3, 4) . This widespread unmet need at a time when clinical advances have made it possible to provide effective treatments for many psychiatric disorders underscores the importance of public health efforts to narrow the gap in service delivery (5) (6) (7) .
Much of the extant research on determinants of helpseeking for psychiatric problems has concentrated on individual differences in clinical (8) (9) (10) , demographic (11) (12) (13) (14) , economic (15) (16) (17) , attitudinal (18) , cultural (19, 20) , social (21) (22) (23) , and geographic (24, 25) factors and has focused on service use among prevalent cases over relatively short time periods (typically 1 year or less). Considerably less is known about the speed of treatment contact among incident cases over longer time periods, with the exception of research on the treatment lag following first episodes of schizophrenia (26) (27) (28) . What little we do know about speed of initial treatment contact, furthermore, is based on retrospective studies of clinical rather than general population samples (29) (30) (31) .
The current report presents data on initial treatment contact after first onset of specific psychiatric disorders from the National Comorbidity Survey (1). We consider four issues. First, we examine the temporal distributions and cumulative probabilities of treatment contact for each of five disorder types: mood disorders (major depression or dysthymia), panic disorder, generalized anxiety disorder, phobia (simple, social, or agoraphobia with or without panic), and addictive disorders (alcohol or drug abuse or dependence). Our initial hypothesis was that treatment contact would be highest for panic disorder because of its dramatic onset and high impairment and lowest for phobia and addictive disorders because of the comparatively low impairment of phobia and the reluctance of addicts to quit.
Second, we evaluate within disorders whether probability and speed of initial treatment contact are associated with age at onset. A plausible case could be made for either a positive or a negative effect of age at onset. The fact that early onset is associated with greater risk of persistence and of impairment in some disorders (32) (33) (34) suggests that individuals with early-onset disorders might have a particularly high probability of treatment contact. However, it might also be that early-onset disorders are less likely to be recognized as problems requiring treatment than later-onset disorders.
Third, we evaluate whether there are significant differences among cohorts in treatment contact. We hypothesized that treatment contact would be more common in younger cohorts due to a combination of increased public education, advances in treatment, and increased public acceptance of mental health treatment.
Fourth, we evaluate whether there are significant sociodemographic differences in probability and speed of treatment contact. Consistent with previous research, we hypothesized that treatment contact would be more likely among women than men (13, 35) , among whites than nonwhites (11, 12) , among the married than the unmarried (13, 14) , among the well educated than the poorly educated (13, 19) , and among urban than rural residents (25) .
METHOD

Sample
The National Comorbidity Survey is based on a national probability sample of individuals 15 to 54 years of age in the noninstitutionalized civilian population. Fieldwork was carried out between September 1990 and February 1992. The response rate was 82.4%. A total of 8,098 interviews were completed. Verbal informed consent was obtained before beginning the interviews from respondents 18 years old or older and from not only respondents 15-17 years old but also their parents. The data were weighted for differential probabilities of selection and nonresponse. A weight was also included to adjust the sample to approximate the cross-classification of the population distribution on a range of sociodemographic characteristics. These weights are described in more detail elsewhere (1, 36).
Diagnostic Assessment
The psychiatric diagnoses considered here consist of DSM-III-R major depressive episode and dysthymia, panic disorder, generalized anxiety disorder, phobia (either simple, social, or agoraphobia with or without panic), and addictive disorders (alcohol or drug abuse or dependence). These diagnoses were generated from a modified version of the World Health Organization (WHO) Composite International Diagnostic Interview (37), a structured interview designed to be used by trained interviewers who are not clinicians. WHO field trials (38) and National Comorbidity Survey clinical reappraisal studies (39-42) documented acceptable reliability and validity of all these diagnoses.
Treatment Contact
At the end of the diagnostic sections for each of the five types of disorders, National Comorbidity Survey respondents were asked whether they ever told a medical doctor other than a psychiatrist (defined as an M.D., D.O., or a student in training to become an M.D. or D.O.), a mental health specialist (defined as a psychiatrist, psychologist, or social worker), or any other professional (defined as a nurse, minister, priest, rabbi, or counselor) about the problems discussed in that section of the interview. Positive responses were followed with probes for the ages when the respondent first told each type of professional. These responses were combined for purposes of the present report to code the earliest age the respondent reported telling any of the three types of professional about the disorder.
It is important to recognize that the focus is on when respondents first "told" a professional, not when they first sought treatment or first received treatment. Telling a professional is only an initial stage in the process that ultimately results in receiving treatment. It is noteworthy that when we pool across diagnoses, 67.8% (N=1,816) of the respondents who reported ever "telling" a professional about their psychiatric problems at a given age also reported in another part of the interview that they "went to see a professional about" these problems as of that same age. The proportion increases to more than 82% (N=2,216) if we include people who subsequently "went to see a professional about" psychiatric problems at some later time in their life. Although the National Comorbidity Survey does not include information on the kind of treatment provided, we do know that close to 90% of the people who "went to see a professional about" psychiatric problems in the year before the interview reported more than one visit. These results suggest that the outcome variable in the current report, telling a professional, is an important early step in the help-seeking process that usually results in subsequent treatment.
Predictor Variables
Three time-related variables were considered as predictors of treatment contact. The first is retrospectively reported age at onset, coded as a series of categories (age 0-12, 13-19, 20-29, or ≥30). The second , mental health professional (psychiatrist, psychologist, or social worker), or other professional (nurse, minister, priest, rabbi, or counselor) about the disorder. Speed of treatment contact is defined as the difference between retrospectively reported age at onset of the disorder and age at first treatment contact. b Age at first treatment contact was assessed only once for major depression and dysthymia combined, so these two disorders are combined here. The same is true for simple phobia, social phobia, and agoraphobia (with or without panic), which are combined into one category, and for all addictive disorders (alcohol or drug abuse or dependence), which are combined into a separate category.
is time since onset of disorder, a variable created by subtracting age at onset from age in a given year of observation and coded as a series of categories (age at onset and 1-4, 5-9, 10-19, or ≥20 years since onset). The third variable is cohort, which is indexed by the respondent's age at interview and coded as a series of categories (born in 1936-1945, 1946-1955, 1956-1965, or 1966-1975) . Six sociodemographic characteristics were also included as predictors: sex (male or female), race (non-Hispanic white, non-Hispanic black, Hispanic, or other), geographical region (Northeast, Midwest, West, or South), marital status (never married, previously married, or currently married), education (current high school student; current college, graduate school, or professional student; or nonstudent with <12, 12, 13-15, or ≥16 years of education), and urbanicity (metropolitan or other urban area or rural area).
Analysis Procedures
The Kaplan-Meier method (43) was used to generate a speed-ofcontact curve for each disorder. Discrete-time survival analysis (44) was used to study the predictors of speed of contact within and across disorders. Age at onset, sex, and race were treated as timeinvariant predictors, and number of years since onset, education, marital status, and urbanicity were treated as time-varying covariates. Time-varying values of education were assigned by assuming that all respondents entered first grade at age 6 and continued through the end of their schooling without interruption. Timevarying values of marital status were assigned from respondent-reported marital event histories. Time-varying values of urbanicity were assigned by assuming that respondent-reported childhood urbanicity applied up through the age of completing school and that urbanicity at the time of interview applied thereafter. Standard errors of parameter estimates in the survival models were estimated by using the method of jackknife repeated replications (45) . An SAS macro (46) was written to operationalize the jackknife repeated replications procedure. Figure 1 shows disorder-specific Kaplan-Meier estimates of the cumulative probability of treatment contact for each disorder. The vast majority of people with major depression/dysthymia, panic disorder, and generalized anxiety disorder are estimated eventually to make treatment contact for these disorders, while about half the people with phobia and addictive disorders are estimated to make treatment contact eventually. It is important to note that these projected lifetime probability estimates are considerably higher than the proportions of subjects who reported lifetime treatment for these disorders at the time of interview (73.2% for panic disorder, 70.8% for generalized anxiety disorder, 56.2% for major depression/dysthymia, 30.9% for addictive disorders, and 30.8% for phobia). This difference is the familiar one between lifetime risk and lifetime-to-date prevalence. A consistent finding across disorders in the figure is that the probability of initial treatment contact is considerably higher in the year of onset than subsequent years (χ 2 =287.6-891.6, df=1, p<0.001). In addition, the incremental increase in probability of contact is fairly constant after the first year for all disorders.
RESULTS
Cumulative Lifetime Probability of Treatment Contact
Four additional between-disorder results are also noteworthy. First, there is substantial variation in probability of treatment contact in the year of onset, ranging from a high of greater than 50% for panic disorder to a low of about 10% for phobia and addictive disorders (χ 2 =343.7, df=4, p<0.001). Second, variation in conditional probabilities in subsequent years is much smaller, although still statistically significant (χ 2 =145.0, df=4, p<0.001), ranging from a yearly high of 5.9% for generalized anxiety disorder to a low of 1.4% for phobia. Third, with the exception of panic disorder, only a minority of the people who eventually made treatment contact for these disorders-approximately one-third of those with phobia and addictive disorders and onehalf of those with major depression/dysthymia and generalized anxiety disorder-did so in the year of onset. Confidence intervals were obtained by using design-based estimation methods that adjust for the weighting and clustering of the National Comorbidity Survey data. b Age at first treatment contact was assessed only once for major depression/dysthymia combined, so these two disorders are combined here. The same is true for simple phobia, social phobia, and agoraphobia (with or without panic), which are combined into one category (phobia), and for all addictive disorders (alcohol or drug abuse or dependence), which are combined into a separate category (addictive disorders).
In comparison, approximately 70% of those who eventually made treatment contact for panic disorder did so in the year of onset. Fourth, the average delay among those who did not make treatment contact in the year of onset is quite long, ranging from 6 years for major depression/dysthymia to 14 years for generalized anxiety disorder.
The Effects of Age at Onset, Time Since Onset, and Cohort
A series of survival models was estimated to evaluate the separate and joint effects of age at onset, time since onset, cohort (year of birth), and their interactions in predicting initial treatment contact. Model comparisons based on an evaluation of difference in likelihood-ratio chi-squares showed that none of the interactions was significant, that the main effect of age at onset was consistently significant, and that the effects of time since onset and cohort were significant for some, but not all, outcomes. (Detailed results of model-fitting and other results described in the text are available in a technical appendix that can be obtained either from Dr. Kessler or from the National Comorbidity Survey World Wide Web home page described in the Acknowledgements.)
The effects of age at onset and cohort (year of birth) on treatment contact in the year of disorder onset are reported in table 1. Coefficients are odds ratios obtained by exponentiating survival coefficients. A powerful inverse effect of age at onset can be seen across all disorders such that the younger the person, the higher the probability that he or she would make treatment contact. There are also significantly higher rates of treatment contact in the most recently born cohort than in older cohorts for all disorders other than major depression/dysthymia and significant overall cohort effects for phobia and addictive disorders.
The effects of age at onset, time since onset, and cohort (year of birth) on initial treatment contact in subsequent years are reported in table 2. A significant inverse effect of age at onset can be seen for all disorders except panic disorder. A significant effect of time since onset can be seen for all disorders other than panic disorder, although the shape of this effect differs greatly across disorders. A higher relative odds of treatment contact in younger than in older cohorts can be seen for all disorders, although this effect is statistically significant only for major depression/dysthymia and phobia.
The substantive magnitude of the joint effects of age at onset and time since onset is illustrated for first treatment contact for phobia in figure 2 . Cumulative probabilities of treatment contact are approximately twice as high among respondents with onsets at ages 30 and older as among those with onsets at ages 0 to 19 across the entire time-since-onset range. Similar patterns exist for the other disorders. (Results not presented.)
The Effects of Sociodemographic Predictors
We estimated a series of more elaborate survival models to evaluate the effects of sociodemographic predictors after controlling for the significant effects of age at onset, time since onset, and cohort. However, no more significant effects were found than would be expected by chance.
DISCUSSION
There are several methodological limitations of the current report. The measure of treatment contact is less precise than we would like it to be in that it is based on the Composite International Diagnostic Interview question about "telling" a physician rather than on more detailed probing about the nature of the initial encounter between patient and professional. We have no way of knowing from this question whether initial contact occurred as part of a physician visit or as part of an informal interaction. Nor do we have any way of knowing whether telling a physician occurred as part of an active help-seeking visit for the psychiatric problem or in response to a physician's question during a visit for some other problem. Analysis of this outcome is nonetheless interesting because telling a professional is a necessary initial step in a help-seeking process that often results in eventual treatment.
The long and uncertain period of recall associated with dating the onset of disorder and initial treatment is an additional limitation. Recall bias could distort results because of the retrospective nature of the data. In addition, a great many different statistical tests were performed on the data without correction for multiple comparisons. This means that some of the results found to be significant could be due to chance. These results should consequently be interpreted with caution and considered tentative until replicated in an independent dataset. Within the context of these limitations, the results suggest that most individuals with depression, generalized anxiety disorder, and panic disorder and approximately half of those with phobia and addictive disorders eventually make professional treatment contacts for these disorders. However, there is usually a delay averaging between 6 and 14 years across these disorders. Delay in receiving treatment after making the initial contact presumably also exists. Probability of treatment contact appears to have increased in younger cohorts. However, the consistently strong inverse relationship between age at onset of the disorder and probability of treatment contact exists equally across all cohorts. The variation found across disorders in probability of treatment contact is generally consistent with our hypothesis that panic disorder would have the highest rate and that phobia and addictive disorders would have the lowest rates. We were surprised, however, that the lifetime probability of treatment contact for generalized anxiety disorder and for depression was similar to that for panic disorder. We were also surprised that more than 80% of the subjects with these disorders eventually made treatment contact. We do not know how many of these people subsequently received treatment, but we do know that they Confidence intervals were obtained by using design-based estimation methods that adjust for the weighting and clustering of the National Comorbidity Survey data. b Age at first treatment contact was assessed only once for major depression/dysthymia combined, so these two disorders are combined here. The same is true for simple phobia, social phobia, and agoraphobia (with or without panic), which are combined into one category (phobia), and for all addictive disorders (alcohol or drug abuse or dependence), which are combined into a separate category (addictive disorders). , mental health professional (psychiatrist, psychologist, or social worker), or other professional (nurse, minister, priest, rabbi, or counselor) about the disorder. Speed of treatment contact is defined as the difference between retrospectively reported age at onset of the disorder and age at first treatment contact. b Age at first treatment contact was assessed only once for simple phobia, social phobia, and agoraphobia (with or without panic), so these three disorders are combined into one category.
told a professional about their disorder. This lifetime perspective places in broader context the widely cited finding that most individuals with a mental disorder do not receive treatment during the course of a year (1, 2) and highlights the importance of improving our understanding of the complex processes involved in delay in treatment contact and in professional response to patients' reports of illness. Delays and low overall probabilities of lifetime treatment contact were found to be especially likely among people with childhood-onset mood and anxiety disorders. This is very important in the light of the fact that these early-onset disorders tend to be more severe and disabling than later-onset disorders (32) (33) (34) . Delays in reporting childhood-onset disorders presumably occur because children are dependent on the adults around them to initiate the referral process (47, 48) . Children who develop mental disorders that do not involve disruptive behaviors are unlikely to generate the level of adult concern necessary to initiate a mental health referral, which presumably helps explain our finding that early-onset addictive disorders have a much higher relative odds of rapid treatment contact than the other disorders considered here.
It is less clear why persons with early-onset disorders continue to have low rates of initial treatment contact even after they enter adulthood. Our speculation is that people who have been worried, fearful, or depressed for as long as they can remember might be less likely than those with a later onset to consider their symptoms "abnormal," a deviation from their own expected standard of functioning. This substantially lower probability of treatment contact for early-onset disorders is a matter of concern that warrants closer study.
On a more positive side, we found higher rates of treatment contact in younger cohorts. This presumably reflects the joint effects of the changing attitudes toward mental illness (49) and the expansion of mental health insurance (50), both of which are known to affect helpseeking patterns (15, 51) .
The cohort effect varies across disorders and is most clearly evident for depressive disorders and phobia. Extensive public education programs focused on depression (6), together with advances in the efficacy and safety of the treatment of depression and phobia (52) (53) (54) (55) , may have contributed to the greater increase in treatment contacts for these than for the other disorders considered here.
At the other extreme, no significant cohort effect was observed for either panic or addictive disorders. In the case of panic disorder, probability of treatment contact is very high across all cohorts, presumably due to the prominent symptoms that herald the onset of panic disorder and lead to a primary care evaluation (56, 57) . In contrast, the absence of a cohort effect for addictive disorders was found in the context of consistently low rates of treatment contact. It is likely that public intolerance, insurance policies that restrict addiction treatment services, and the addicted individual's reluctance to seek help are all involved in sustaining this pattern. Given the enormous economic, health, and functioning burdens of addictive disorders, this low level of treatment contact is a problem that warrants increased attention.
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